SUMMARY Two patients reported that on walking they developed tingling and weakness of the legs and penile erections. The symptoms proved to be due to stenosis of the lumbar canal, and were relieved by operative decompression.
erection was unwanted, and unaccompanied by any libidinous thoughts. If he sat down the leg pains were relieved, and the erection subsided over a few minutes. He had had no difficulties with sexual intercourse, and no urinary symptoms. He smoked 40 cigarettes a day.
Examination showed a generally fit man. All peripheral pulses were palpable, the pulse was regular, and the blood pressure 160/90mmHg. There were no arterial bruits. At rest there were no neurological signs but, after walking about 50 metres, Mr H developed an erection and, when examined immediately afterwards, there was weakness of the extensors of both feet, and impairment of joint position sense at the left hallux. These signs persisted for only about 20 seconds after becoming supine, but were reproducible. The only other sign was a lumbar hernia, which was the reason for his inpatient admission prior to neurological consultation.
Radiculography showed a tight stenosis of the lumbar canal, with a moderate constriction at L2/3, severe constriction at L3/4, and a total block at L4/5 ( fig 1) . A dilated vein was seen within the cauda equina above the constriction. There was no significant change following exercise, but by then most of the contrast had disappeared.
Neurosurgical decompression of the lumbar spine was undertaken by Mr PJ Ward. The laminae of L3 and L4 were seen to be thickened, and the texture of the bone was hard. Much of these laminae was removed. The ligamentum flavum was prominent. The spinal canal had a trefoil shape. There was no significant protrusion of intervertebral discs.
He was reviewed approximately 3 months later. He said that the result of the operation had been "fantastic". He could walk two or three miles without pain in the legs, and without any erection. Erections 10 Significant canal stenosis can sometimes be detected by plain radiological examination,8 but significant anterior-posterior stenosis can be overlooked. The inter-pedicular distance is usually normal, though at the lower part of the normal range. Radiculography, as in our cases, offers clear visualisation of the abnormality, but we have seen cases in Erections on walking as a symptom of spinal canal stenosis Computed tomographic analysis of the morphology of the lumbar spinal canal has been undertaken by Lancourt and colleagues, " and by Schonstrom and colleagues. '2 In fig 2, reproduced from the paper by Schonstrom and colleagues, dotted areas represent soft tissues, the disc and ligamentum flavum, and the white area fat. Using measurements derived from such CT slices, Schonstrom and colleagues found that there was no correlation between the anterior-posterior diameter or cross-sectional area of the bony canal and the cross-sectional area of the dural sac. There was, however, good correlation between the anterior-posterior diameter of the dural sac and its cross-sectional area. In more than 80% of patients the maximal stenosis was at the level of the facetal joints (fig 2) , but hypertrophic and degenerative changes in these joints are by no means the most frequent cause of canal stenosis, thickening of the ligamentum flavum and prolapsed intervertebral discs being more common in this series.12
The usual symptoms of neurospinous claudication are pain and tingling paraesthesiae in the distribution of the lower lumbar and sacral dermatomes on walking, relieved by rest. Weakness of muscles leading to foot-drop or a waddling gait3 may occur if the subject persists in walking after the onset of symptoms. The lower limb reflexes may be preserved, and may be lost on exercise. In some subjects pain may be such a predominant feature that there may be confusion with true arterial claudication. Clinical differences between vascular and neurospinous claudication were summarised by Hawkes 
